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THE OPERATIVE TREATMENT 
OF 
CANCER OF THE LARGE BOWEL* 
W. Wayne Bascock, M. D.,** 
Philadelphia, Pa. 

Carcinoma of the large bowel is the second 
if not the first, most common cancer occurring 
within the body. Personally, I have seen 
many more carcinomas of the colon than of 
the stomach or uterus. The diagnosis often is 
easily made, yet frequently is rendered diffi- 
~ cult in an endeavor to be scientifically accu- 
rate. In perhaps 50 of over 400 patients with 


- ¢arecinoma of the colon; upon whom I have 


operated, the roentgenologist found no evi- 
‘dence of malignant diszase. Usually in these 


' eases the cancer was located in the rectum, an 
area in which the xray commonly fails to 


fe eemonstrate a carcinoma of: the bowel. It is 
4 the ‘‘blind spot’’ of the roentgen eye. Com- 
» monly, the attending physician and patient 


have accepted the xray report as indisputable, 
_ aud frequently weeks, months, or a year hav» 


| elapsed before the persistent symptoms have 


© led toa simple digital examination or procto- 
- scopic inspection, which then has revealed 


4 the malignant growth. 
| Experience has increased confidence in the 
| reliability of the digital examination. Ninety- 


* eight per cent of the cancers of the lower 


bowel when first examined have an excavated 
uleer surrounded by a raised, rolled, indura- 
ted and often ragged border. The induration 
extends into the depths of the wall of the 
bowel. Such sensation imparted to the finger 
is evidence of the malignancy of the lesion. 
In my experience it has been 100 per cent ac- 
curate, and if present we consider a biopsy 
unneeessary. But why not have a biopsy to 
make doubly sure of the diagnosis? For three 
reasons: First, the biopsy may be inaccurate 
because the tissue is so neurotic, so infiltrated 





*Read before the Medical Society of Delaware, Wil- 
mington, October 13, 1943. 

** Emeritus Professor of Surgery, Temple University, 
_ Philadelphia. 


with inflammatory cells, or so poorly sampled 
that the malignancy is not evident. As many 
as four biopsies may be made before the path- 
ologist is satisfied that the growth is carcino- 
matous, and I have seen a number of errors 
from the biopsy. Second, the biopsy opens 
lymphatic and blood vessels and favors metas- 
tasis. And the third undesirable feature is 
that hemorrhage may follow the procedure. 
One of our patients was admitted from an ad- 
joining state, exsanguinated from the hemor- 
rhage that had followed the biopsy. Fortu- 
nately, with transfusion the patient was en- 
abled to withstand successfully the major 
radical operation. 3 

In about 3 per cent of patients now seen a 
biopsy is desirable. The growth is of the 
rarer, early papillary or polypoid type. No 
uleeration has occurred, the mucous covering 
appears normal, and a biopsy is necessary. 
The large polypoid type, forming a rather 
soft rounded mass with an irregular hemor- 
rhagie or necrotic surface, attached to the 
bowel by a long narrow foot stalk, usually is 
classed as of low grade malignancy by the 
pathologist, yet as a rule the foot stalk at its 
base is without evidence of cancer, and I have - 
seen no recurrence after the simple division by 
cautery at the point of attachment. These 
pedunculated growths may fill the lumen of 
the bowel and slide back and forth from the 
sigmoid to the rectum or reverse. 

While most cancers of the bowel are found 
in persons in middle or advanced life, 3 per 
cent occur in individuals under 25 years of 


age, and the incidence increases with each dec- 


ade until 65. 

The patient usually seeks medicai aid on 
account of blood and mucus noticed in the 
stools, or a change in bowel habit toward diar- 
rhea, constipation, or intestinal obstruction. 


A significant early morning diarrhea occurs 


with eaneer of the ampulla of the rectum. 
Anal careinomas are particularly painful, 
with tenesmus on defecation. Of the abdom- 
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inal portion of the colon, cancer of the left 


half usually occurs as an annular obstructing 


growth. The exaggerated peristalsis of the 
bowel proximal to the obstructive growth is 
associated with colicky pain and increased 
peristalsis of the colon. The colic has led to 
the diagnosis of spastic colon, or has caused a 
hysterectomy to be done for cancer of the 
rectum, a cholecystectomy for cancer of the 
splenic flexure, or an appendectomy for. can- 
eer of the hepatic flexure or transverse colon. 
With the higher colonic growths blood or ex- 
cessive mucus may not attract attention in the 
stools. But often, especially of the right 
colon is involved, the tumor may be palpable, 
and occasionally after it has become adherent 
or perforated, it has been opened and drained 
as an appendiceal abscess. A chronic fistula 
may then follow. Again the intense anemia 
in some cases associated particularly with 
cecal cancer may mislead the attendant. Ex- 
amples of all these diagnostic errors have oc- 
eurred in our series. Cancer of the abdom- 
inal portion of the colon is best shown by ro- 
entgen study after a barium enema both with 
and without the double contrast procedure. 
Often the distended proximal colon, with hy- 
peractive peristaltic waves, is palpable and 
the gurgling and rush of liquid squirting 
through a narrow orifice may be audible at 
the height of the peristaltic wave. 

As to symptoms and need of early radical 
operative extirpation of the cancer, and the 
inadequacy of local destructive measures, as 
by the use of high frequency coagulation or 
radiation by xray or radium, there is a fairly 
unanimous agreement among members of the 
profession who have had experience with this 
problem. Intestinal cancers are characterized 
by a resistance to irradiation, and so early 
penetrate to the layers of the intestine and 
spread through the tributary lymphatics that 
local measures are quite inadequate. 

As to the preferred operative treatment 
there is great difference of opinion and prac- 
tice. For the colon above the level of the 
sigmoid, wide excision is the general practice, 
but with different technics. Multiple stage 
operations, with or without exteriorization, 
are preferred by certain surgeons; others fa- 
vor a single stage resection. with end to end 
or other type of direct anastomosis. Recent 
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experiences have shown that the lowest mor- 
tality and morbidity are associated with single 
stage, direct types of operation. The Mikulicz 
or more properly the Block or Paul operation, 
in which the liberated diseased section of 
bowel is exteriorized through an abdominal in- 
cision, the protruding loop cut away at once 
or later, and in the final stages a channel 
formed through the arms of the loop, with 
eventual closure of the double-barreled colos- 
tomy, still has a very wide use for cancer of 
of the sigmoid, and Lahey advocates it for 
maligancy of any part of the abdominal 
eolon. The various steps of the operation 
may require several-months of the patient’s 
time, and often more than one admission to 
the hospital; and a weak abdominal sear or 
secondary hernia is a common sequence. Fre- 
quently the operator has difficulty in clos- 
ing the residual fistula. 

A more important objection to the Mikuliez 
operation is the restriction upon its radical 
nature imposed by the exteriorization. A con- 
siderable proportion of the liberated bowel, 
usually 35 em. or more, is required to form 
the arms of the loop, which are later to be 
anastomosed, and to extend through what m 
many cases is a thick abdominal wall. To 
maintain vascularity of the arms of the loop, 
sections of mesentery must also be retained 
for the blood supply, in which there may be 
cancerous lymphatics. When one adds to the 
primary mortality of the Mikulicz, which in 
expert hands has reached 17 per cent, the 
number of patients who later develop a can- 
cerous mass in the retained segments of colon 
or in the adjacent abdominal wall or in the 
mesentery, it is my belief that the use of the 


- operation should be limited. I know of no 


other radical operation upon the bowel that is 
followed by so many local recurrences. For a 
series of patients who have been referred with 
such recurrences, I have removed a large area 
of the abdominal wall with the attached colon 
and mesentery—in one case a large ball con- 
sisting of about 15 feet of fused intestinal 
coils—and have performed an end to end an- 
astomosis and closure of the abdomen. These 
patients then, after a period of rehabilitation, 
not infrequently develop metastasis in the 
liver, peritoneum or inguinal lymphaties 
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which might have been prevented by a more 
radical primary operation. 

For these reasons I have largely discarded 
the Mikuliez operation for a single stage, 
aseptic, end to end anastomosis over a single 
elamp. This eliminates the prolonged. hos- 
pitalization, the intestinal discharges, multiple 
operations, and the weakness of the abdom- 
inal wall of the Mikulicz procedure. By the 
use of special short clamps for growths to 
within 4 inches of the anus, cancers of the 
mid or upper rectum may be removed without 
disturbing the pelvic floor or sphincters. 
Fortunately, the lymphatic spread of cancer, 
of the rectum is upward, (Coller, Gilchrist, 
Grinnell, et al.), so that while a considerable 
length of bowel and lymphatic tissue should 
be removed above the growth, 2 inches or less 
is adequate below the cancer. For cancer of 
the lower rectum, the recto-sigmoid and mes- 
citery are liberated through an oblique left 
supra-inguinal incision, the abdominal wound 
closed, and the bowel brought through a per- 
ineal incision and the sigmoid implanted in 
the split or denuded anal ring with retention 
of the sphincters and their nerve supply. 
Anal cancers differ from those of the rectum 
and sigmoid in having a lymphatic spread to 
the medial inguinal lymphaties rather than 
along the superior hemorrhoidal ‘and inferior 
mesenteric vessels and to the liver as occurs 
with cancers of the rectum and sigmoid. As 
there is here little tendency to an upward dif- 
fusion, local perineal resection with wide ex- 
eision of the surrounding perineal structures 
and with an associated or later excision of the 
inguinal lymphaties is desirable. In my ex- 
perience a perineal colostomy without sphinc- 
ters can be made more convenient than an 
abdominal colostomy. 

Palliative operations for cancer of the 
colon have undergone a marked evolution in 
my practice during the years. Early, a col- 
ostomy was done rather routinely, whereupon 
the relatives of the patient often refused to 
take over the burden of the colostomy and left 
the unfortunate individual in the hospital 
until he died. Neither patient nor attendants 
were pleased with the operation. If palliation 
means increased comfort for all concerned, 
_ the operation is misnamed. At present we use 

—¢olostomy only as a temporary measure in 
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ease of acute obstruction. Of the last 100 
patients operated upon for cancer of the large 
bowel, none had a permanent -colostomy; 98 
of the patients had a radical removel of the 
primary eancer, usually with end-to-end anas- 
tomosis, performed even though there were 
large metastatic nodules in both lobes of the 
liver or in other organs. 

A diffuse peritoneal malignancy with asci- 
tes was about the only contraindication for the 
radical procedure, in which case the abdomen 
was immediately closed with layer sutures of 
alloy steel wire, and the patient encouraged 
to be out of bed and to return to his home 
within a week. Even though there were large 
metastatic nodules in both lobes of the liver, 
or other organs, the removal of the primary 
uleerating necrotic growth with anastomosis 
relieved the obstruction and pain, the anemia 
and cachexia usually decreased, the weight 
increased, and the operation showed that the 
toxemia from the necrotic uleerating primary 
growth usually had a greater systemic effect 
than the malignancy of the liver.. An example 
is the case of a physician who had a colostomy, 
as a palliative operation, for a carcinoma of 
the sigmoid attached to the iliac vessels and 
associated cancers of the liver? ‘Sinee the 
palliative operation he had been an invalid, 
unable to practice. The diseased sigmoid with 
attached section of abdominal wall containing 
the colostomy was dissected from the iliae ves- 
sels and the abdomen closed after an end-to- 
end anastomosis of the sigmoid. Primary 
union followed and the patient left the hos- 
pital in about two weeks, rapidly improved, 
resumed practice for seven months before be- 
ing disabled by a diffuse involvement of the 
small intestine and peritoneum with ascites. 
This patient could have had about fifteen 
months’ relief with ability to continue prac- 
tice had the radical operation been done at 
the time of the colostomy. Only the operator 
seems pleased over the colostomy left by*the 
Miles and other radical operations. 

I have moved over 30 colostomies of dis- © 
satisfied patients from the abdominal wall to 
the perineum, with ample evidence that the 
perineal position is to be preferred even 
though the sphincters have been removed. A 
number of these patients have found a pro- 
tecting pad unnecessary after the change in 
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the position of the opening. It seems unfor- 
tunate that in so many eases a functional and 
uninvolved sphincter and pelvic floor is sac- 
rificed unecessarily. A common complication 
of resections of the pelvic floor, as from the 
Miles and other abdomino-perineal resections. 
particularly in men, is urinary retention re- 
quiring prolonged catheterization or oceasion- 
ally a permanent catheter life, unless a pros- 
tetic resection is done. Impotence also follows 
in the majority of male patients. These com- 
plications are best avoided by an abdominal 
resection and anastomosis. In the postopera- 
tive treatment after an end-to-end resection 
the patient leads a relatively normal life. If 
a perineal opening with out sphincters re- 
mains, then, just as with colostomy, the colon 
should be thoroughly emptied every second to 
fourth day by a quickly acting laxative or by 
irrigating the bowel. Mineral oil should not 
be used. Following this most patients then 
remain free from soiling until the colon again 
fills. About 10 per cent develop a defecation 
sense and require protection or measure for 
evacuation. It is very important that a large 
opening be maintained, if necessary, by daily 
diletation for which test tubes may be had. 

: _ RESULTS 

To May, 1944, in the last 100 consecutive 
eases 2 patients had such extensive peritoneal 
involvement that an exploratory operation 
only was done. Of the 98 patients remaining, 
without and with. metastasis in the liver or 
elsewhere, the primary growth was removed 
in all. Nine of the 100 patients died while in 
the hospital. No permanent colostomy was 
. performed and the Mikulicez was used only 
when complications rendered the one-stage 
operation unsafe. Of the last 41 patients, 
who were given sulfasuxidine routinely, there 
was 1 death, occurring in a woman of 68 with 
advanced metastasis of the liver. A number 
of patients with metastasis to the liver have 
lived from 2 to 4 years after the radical opera- 
tion, and one lived and was active up to 7 
years. 

SUMMARY 

The diagnosis of cancer of the pelvic colen 
in most cases can be made by the finger or by 
proctoscopic imspection. Examination by 
xray, desirable for growths in the abdominal 
eolon, is unnecessary and often misleading 
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for cancer of the rectum. Biopsy rarely is 
required except for papillary or polypoid 
growths, and has proved somewhat less de- 
pendable than skilled palpation or procto- 
scopic inspection. Single stage operations 
have shown in recent years a lower mortality 
than multiple stage operations for cancer of 
the large bowel. The best palliative operation 
is the radical removal of the primary growth 
without colostomy. A single stage resection 
and aseptic anastomosis is preferred by the 
author for most carcinomas above the mid- 
rectum. The Mikulicz-Paul operation usually 
is less radical but is useful in certain compli- 
eated cases, for those with peritoneal contam- 
ination and for operators of limited exper- 
ence. A permanent abdominal colostomy is 
unnecessary in operating for cancer of the 
eolon, and is objectionable even as a pallia- 
tive procedure. 
DISCUSSION 

Dr. JAMES G. SPACKMAN (Wilmington): I 
have had no experience in bringing the end 
of the colon down to the perineum. I believe 
that most cases of colostomy prolapse have 
been produced by the circular pressure 
around the stoma by the metal ring of the 
colostomy bag. Our patients with end colos- 
tomies are instructed in the proper method of 
irrigation of the proximal colon. Thirty 
minutes spent each morning should obviate 
the necessity for anything more than a small 
gauze pad over the stoma, excluding an occa- 
sional diarrhea. 

The problem of carcinoma of the rectum 
seems comparable to carcinoma of the breast, 
the operation for both being based on the 
proven lymphatic spread of the disease, and 
is designed to give the most wide-spread re- 
moval of these pathways. 

Gilehrist and David reporting on the lym- 
phatice spread of concer of the rectum, give a 
method of clearing the specimen of all fat 
leaving only connective tissue and lymph 
nodes. They found 68% of the patients had 
lymph node involvement. Only 48% of these 
nodes could be detected on gross examination. 
Low lying tumors may have high lymph node 
involvement. Large high-lying nodes may 
mean retrograde lymphatic extension below 
the primary lesion. Tumors at the level of 
the levators due to a double lymphatic drain- 
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- age, frequently metastasize along their border. 
Therefore these muscles should be widely ex- 
eised. The not uncommon metastasis to the 
ovaries would seem to indicate their routine 
removal. 

The patient with cancer of the breast, who 
has a regional lymphatic recurrence, canbe 
favorably treated by deep therapy. The pa- 
tient with cancer of the rectum surviving re- 
section, but having tumor-invaded nodes left 
behind is doomed. 

Any operation for cancer must stand or fall 
upon its percentage of cures and initial oper- 
ative mortality. Operation for a disease with 
such a high proportion of node involvement, 
should have as its principal objective, the 
most widespread removal of the growth with, 
the pathways of lymphatic extension. The 
abdomino-perineal resection of Miles’ is at 
present generally accepted as the procedure 
which can most completely accomplish the 
objective. 

Xray examination by barium enema has no 
place as a diagnostic procedure in cancer of 
the rectum, unless it be to eliminate a second 
lesion higher up in the colon. Diagnosis 
should be earried out in the following order: 
a carefully taken history, digital examination, 
proetoscopie or sigmoidoseopic, with biopsy. 

Dr. W. Epwin Birp (Wilmington) : I have 
employed Dr. Babcock’s technique since 33 
or ’34. I think it is easier on the surgeon and 
easier on the patient than the other perenne 
that may be applicable. 

The pictures shown are very beautiful, but 
on several of them the patient’s name was 
legible, and I am just wondering if the doctor 
isn’t running into some medico-legal difficul- 
ties. 





GYNECOMASTIA* 
CHARLES WILLIAM Dunvn, M. D.,** 
Philadelphia, Pa. 
Gynecomastia is the term used to define the 
anatomie abnormality of breast hypertrophy 
in the male. Gynecomastia may occur in one 
breast or simultaneously in both breasts; or it 
may occur in one breast and subsequently in 
the other breast. True gynecomastia should 
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not be confused with the pseudo-gynecomas- 
tia’ frequently observed in the Frohlich 
Syndrone, in adult hypogonadal males and in 
endogenous and exogenous obesity. The in- 
cidence of gynecomostia in the male sex has 
not been determined. Gynecomastia is most 
frequently observed in young males entering 
puberty and adolescence. These patients do 
not necessarily exhibit signs of gonadal defi- 
ciency?) though gynecomastia does oceur in 
eunuchoids and in adult males with a major 
gonadal deficiency. Gynecomastia may ap- 
pear following atrophy of the testes; in asso- 
ciation with chorioepithelioma of the testes, 
and in hypertrophy or adenoma of the adrenal 
cortex or adrenal cortical carcinoma"). 
ETIOLOGY 

Breast tissue begins to develop early in 
foetal life when the breast anlage is formed 
from the ectoderm. The breast anlage is in- 
vaginated by epithelial cells, and as embyr- 
onic development progresses the primordial 
ducts of the breasts are formed. During this 
period the fascial tissue develops and this 
structure eventually becomes the septal and 
supporting tissue of the lobes and lobules. 
The fat and muscle tissue of the breast are in- 
termingled between the ducts and the acini, 
which have developed from the distal portion 
of the duct. The nipple and areola have been 
developing during the period the secretory 
cell system (external) of the breast develops 
the nipple becoming the focal assembling 
point of the ductal apertures. From a physi- 
ological viewpoint of ultimate growth and 
function, the breast is in an extremely ele- 
mentary state of development at birth and re- 
mains in a more or less quiescent state until 
puberty. At pre-puberty the second stage of 
breast development begins as a result of an in- 
ereased activity in the pituitary-gonadal axis. 
Following this period breast development pro- 
gresses until anatomical and physiological 
maturity is reached. 

It. is generally accepted that from infancy 
to maturity breast development is effected by 
the action of estrogen and progesterone. 
During foetal life initial growth of the epi- 
thelial cells and duet development are prob- 
ably induced and maintained by the maternal 
estrogens. When ductal development had 
progressed to an advanced stage, the action 
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of the ovarian hormone, progesterone, stimu- 
lates the ductal cells to form acini in the distal 
portion of the ducts. The breast, however, 
remains in an infantile state even though es- 
trogen values can be determined during early 
childhood. The breast does not exhibit 
growth or development until there is a sub- 
stantial rise in estrogen values just prior to 
puberty. Development of the breast having 
been stimulated by the increase in ovarian 
function at puberty the breast continues to 
develop to maturity so long as estrogen and 
progesterone production remain normal. 

The etiological factor in breast development 
is, therefore, the ovarian hormones, chiefly 
the estrogen component. Lewis and Gesh- 
eckter “) have stated that gynecomastia, vir- 
ginal hyptertrophy and fibro-adenoma of the 
breast are merely different stages of develop- 
ment of the same pathological process and the 
etiological factor in these conditions, as de- 
termined by the histological studies of the 
various lesions, are also the ovarian hormones. 

Therefore, both normal breast development 
and the above benign pathological states of 
the breast are produced by the ovarian hor- 
mones, and this appears to be a paradox until 
we consider the.operation of another factor 
not previously mentioned as operating in 


breast histopathology. 


In this presentation it is our purpose to 
present evidence of the operation of another 
factor in gynecomastia and virginal hyper- 
trophy. 

HIsTtoRY AND SYMPTOMATOLOGY 

The present discussion pertains only to 
gynecomastia unaccompanied by primary en- 
doerine pathology, such as chorioepithelioma 
of testes or adrenal cortical lesions. These 
endocrine disorders are presently excluded 
beeause they are accompanied by excessive 
production of estrogens and will be discussed 
in conjunction with related subject matter. 

Between the ages of prepuberty and adol- 
escence, a young developing male may com- 
plain of an occasional sensitivity or irritation 
in or about the nipple and in time these local 
signs usually become more intense. Attention 
is next attracted to the mammary region by 
the presence of a firm mass, regular in out- 
line, directly subadjacent to the nipple and 
which extends into the lateral areola region. 
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The patient may further note that the areola 
has increased in size and that its markings 
and often its pigmentation have increased. 
In most instances the local signs progress and 
4 to 6 months after the appearance of the 
initial local symptoms the firm mass in the 
breast has reached a diameter of 2.5 em. and 
about 1.5 em. thickness at its central portion. 
At this period, most of the initial acute sensi- 
tivity of the mass, which is a true gynecomas- 
tia, has disappeared unless trauma or contact 
irritation are experienced, or breast develop- - 
ment continues. 

After the gynecomastia has persisted in one 
or both breasts for a period of from 6 to 8 
months, the process of involution begins and 
the gynecomastia disappears. There are, 
however, a group of cases in which resolution 
or involution of the gynecomastia fails to oc- 
eur and the breast mass not only persists but 
continues to develop and enlarge until a femi- 
nine contour develops. In most instances the 
gynecomastia is a bilateral state. As soon as 
the gynecomastia becomes an objective clini- 
eal sign and reaches feminine proportions, the 
psychological manifestations of gynecomastia 
are observed. The patient becomes self con- 
scious, avoids group interests and athletic 
activities lest the gynecomastia become a sub- 
ject of comment. This attitude towards his 
condition affects both his social and general 
physical welfare. As the patient becomes 
older the withdrawal complex increases and 
finally economic status is involved. Thus, 
gynecomastia per se as a subjective clinical 
state or as a pathological states does not un- 
favorably affect the individual either physi- 
cally or emotionally in its earlier phases. At 
first, gynecomastia is a simple clinical condi- 
tion awaiting physiological resolution. Gyne- 
ecomastia becomes a major clinical disorder 
when it attains feminine proportions and then 
demands immediate attention in order to pre- 
vent serious psychological maladjustments ef- 
fecting the social, physical and economic status 
of the patient. 


THERAPY 
Prior to the recent advancements in endo- 
erine therapy; the patient with persistent - 
gynecomastia had only one therapeutic out- 
look, surgery. The chief objection to surgery 
was the bilateral scar in the breast area and 












May, 1944 


its implications. After the hormonie etiology 


of gynecomastia had been reasonably estab- 
lished its was believed that a new therapeutic 
approach to the problem of gynecomastia 
eould be established. The new therapeutic 
concept was based on factors which had both 
clinical and ‘biological values. Briefly stated 
they are as follows: 


SW 


2) 


3) 


4) 


6) 





3 of 
eee 


Estrogen is the primary hormonic 
vrowth stimulator of the breast. (The 
breast remains infantile for a decade. ) 
Hormone assays of both sexes show 
that up to the age of puberty both sexes 
have practically equivalent amounts of 
both female and male sex hormones”). 
The normal female breast develops 
during the puberty era. 

Gynecomastia most frequently appears 
during the age of puberty. Most gyne- 
comastias involute or resolve during 
puberty. (In the female during puberty 
when breast development is advancing 
there is a progressive rise in estrogen 
production by the ovary due to in- 
ereased production of anterior pitui- 
tary gonadotropins, which are the nor- 
mal ovarian stimulant. In the male, 
during puberty; which normally oc- 
curs from 1 to 2 years later in the 
male; there is a similar rise in anterior 
pituitary gonadotropin production and 
likewise a corresponding rise in male 
sex hormone production because of in- 
ereased stimulation of the testes). A 
reasonable deduction therefore is, since 
female sex hormone and male sex hor- 
mone are opposed to each other in their 
biological action; the breast develops 
in the female youth because her estro- 
gen values rose preponderantly above 
those of the male hormone, and breast 
development does not normally occur 
in the male because reversed values for 
the respective sex hormones exist. 
Therefore, resolution of gynecomastia 
in the normally developing male oe- 
curred by virtue of increased male 
hormone production. 

Clinically, gynecomastia of the persist- 
ent or advancing type was most com- 
monly observed in eases with gonadal 
hypoplasia or atrophy of the testes. 
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Male sex hormone deficiency exists in 
these conditions. 


















































7) Gyneeomastia occurs in chorioepithe- g 
lioma of the testes and adrenal cor- 
tical hyperfunctional lesions and 
adrenal cortical carcinoma. Chorioe- 
pithelioma of the testis is associated 
with the production of large amounts 
of anterior pituitary (chorionic) gon- 
adtropins and the above adrenal cor- 
tical lesions with excessively large 
amounts of estrogen production. In 
these conditions the gynecomastia oc- 
curs because an abnormally high level 
of estrogens are present. The source 
of estrogen production in the male is 
unknown but it is known that the an- 
drogens of .the adrenal cortex have 
estrogenic action. The non-hormonic 
synthetic chemicals—stilbestrol, hexe- 
strol and numerous other synthesized 
ehemicals in this chemical category 
also possess estrogenic activity and in- 
duce breast development in males and 
females. 


It was therefore postulated -that the de- 
veloping male or normal male would exhibit 
gynecomastia only when male hormone pro- 
duction was inadequate and the androgen-es- 
trogen ratio was in a state of imbalance due to 
male hormone deficiency. The concept of 
estrogen-androgen imbalance being the etio- . 
logical factor in gynecomastia was supported 
by the author observing that the administra- 
tion of the natural estrogen to males with 
migraine) and the administration of stilbes- 
trol to hypersexed males produced gyneco- 
mastia ‘7’. On this basis it seemed logical that 
by the administration of male hormone to 
eases of gynecomastia a cure of the gyneco- 
mastia would be effected. 


In 1939 there appeared reports “) which 
stated that the local administration of male 
hormone to the gynecomastia has produced 
resolution of the breast mass. During the 
past 4 years there has been no confirmation of 
these successes. On the contrary there have 
been negative reports® © @)) Our results 
with loeal and parenteral male hormone ther- 
apy in gynecomastia have also been negative. 

The successful results reported from the ad- 
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ministration of male hormone, locally or par- 
enterally, then became open to the interpre- 
tation that the successfully treated cases were 
those in whom resolution of the gynecomastia 
would normally have occurred and the cases 
in whom the gynecomastia recurred after dis- 
continuing testosterone therapy were ones 
who would have experienced recurrence of the 
gynecomastia. Our state of knowledge con- 
cerning hypertrophy of the male breast was 
editorially discussed in the Lancet “*) and 
the conciusion was made that, ‘‘ At present all 
is disorder.’’ It was evident that the thera- 
peutic management of gynecomastia required 
further and new investigation and we _ pro- 
ceeded to extend the application of male hor- 
mone therapy. 

I found that the implantation of Testos- 
terone F' pellets (Schering) in 450 mg. doses, 
given at 3 months intervals for a total of 1350 
mg. had no effect on fully developed, typically 
normal female breasts which were present in 
a 17-year-old eunuchoid youth, yet a complete 
and satisfactory biological and therapeutic ef- 
feet was obtained on all other phases of his 
eunuchoidism. That testosterone therapy 
had reached.a desired saturation point in the 
patient and was sufficient in quantity to act 
upon the gynecomastia was evidenced by the 
excessively frequent and prolonged day and 
nocturnal erections. 

World War II brought forth many adults 
who had concealed their gynecomastia in 
every manner possible and who represented 
the type of patient who was psychologically 


injured by his condition. Certain patients 


had been rejected as volunteers, whereas others 
feared that their acceptance into the armed 
services would expose them to the gibes of 
their future comrades. Without exception the 
patients were willing to submit to any new 
procedure because they felt a large bilateral 
scar in the mammary region would signify 
that gynecomastia had been present. Inas- 
much as all previous methods of administra- 
tion, (inunction, parenteral and implantation ) 
of testosterone preparations had been found 
ineffective, (even in large individual and 
total dosage), in the treatment of our cases of 
gynecomastia it was decided to injeet testos- 
terone dipropionate (Oreton) directly into the 
gynecomastia. | | 
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Two ‘cases, single males, one age 25 years 
and the other age 29 years, with well devel- 
oped bilateral gynecomastia were selected 
for the experiment. The genital development 
and history, the body physique, and general 
constitutional state of both individuals were 
within reasonable normal limits. Both were 
severely affected psychologically by their 
gynecomastia and their restricted physical 
activity had produced a factor of overweight 
which accentuated the external physical out- 
lines of the gynecomastia. The gynecomastia 
present in both patients was greater than 3 
inches in diameter and about 134 to 2 inches 
in thickness at the central portion of the mass. 
The areola and nipple were enlarged in both 
eases. Prior to injection therapy the obesity 
factor was corrected by dietary management 
and the administration of thyroxin. The 
physical feminine features of the mammary 
region and the gynecomastia were essentially 
unaltered by the weight reduction. 


50 mg. of testosterone proportionate in 1 
ec. of sesame oil was injected directly into the 
central area of the gynecomastia. That the 
hypodermic needle was traveling into and 
through the breast tissue was evidenced by 
the density of the tissue and that the aperture 
was not in fatty tissue but in breast tissue was 
determined by the pressure required to eject 
the solution; the discomfort to the patient 
and the local accumulation of the injected 
material. If the injection is made into fatty 
tissue the oily solution can be quickly ejected 
and does not accumulate in the tissues but 
will absorb quickly like any other subcutane- 
ous injection and a systemic response to the 
testosterone injection will result. This opin- 
ion is also based upon experiences obtained in 
injecting estrogenic oil solution into female 
breasts which are either hypoplastic or rudi- 
mentary. 

One patient received weekly and the other 
biweekly injections of testosterone. A series 
of 4 injections, for a total of 200 mg. of 
testosterone propionate, was administered to 
both cases of gynecomastia. The right breasts 
were injected on 3 occasions and the left | 
breast once. Both cases experienced an in- 
crease in erections and libido. It was felt that 





* Oreton—kindly furnished by Dr. Max Gilbert of the 
Schering Corporation. 
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further injections of testosterone dipropionate 
into the gynecomastia would be futile as 
therapeutic response of male hormone had 
been produced and maintained in excess and 
without any appreciable influence on the 
gynecomastia. 

We had now arrived at a point where a new 
etidlogical factor had presented itself and 
eould be postulated in eases of gynecomastia 
and similarly related states involving the 
breasts of both females and males who had 
come under our observations. | 

We have been accumulating clinical and 
therapeutic evidence which indicated that the 
breast’ cell end organ response to estrogen 
has not been evaluated in abnormalities of 
female breast development such as virginal 
hypertrophy, unequal breast development 
and aplasia of the breast and in gynecomastia. 

The following cases directed our attention 
to the factor of a variable and organ response 
of the breast cells to estrogenic stimulation : 


Case 1: Female child, age 7 years. At age 
5 years breast development began. At age T 
years, the breasts had developed to adult size 
and were tense and tender. No history of 
vaginal bleeding or vaginal discharge. Axil- 
lary and pubie hair were absent. Hormone 
assays showed normal estrogens for age 7 
years, normal gonadotropin values. 

Case 2: Female child age 12 years. Right 
breast normal development. Left breast ab- 
sent. Hormone assay showed normal estro- 
gen and gonadotropin values for age 12 years. 

Case 3: Male age 12 years. Diagnosis: 
_ hypersexualism of two years duration. Over- 
developed genital organs. Hormone assay 
showed excessive amounts of male hormones 
and gonadotropins, normal estrogen values. 
The oral daily administration of stilbestrol 
in 5 mg. doses for 60 days produced a large 
bilateral gynecomastia with characteristic 
local symptoms. Hormone assays at this 
period showed normal values for male hor- 
mone and gonadotropins, elevated estrogen 
values. Other physical features were: atrophy 
of testes and penis, aspermia, testicular de- 
generation and disappearance of erections. 
After discontinuing therapy for 60 days the 
gynecomastia resolved and then recurred with 
readministration of stilbestrol therapy. Reso- 
lution of gynecomastia and induction of gync- 
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comastia resulted as therapy was discontinued 
or maintained™??, 


Case 4: Male, age 27 years. Diagnosis: 
hypersexualism. 
Case 5: Male age 60 years. Diagnosis: hy- 


persexualism, exhibited similar effects and re- 
sponse as obtained in Case 3 with maintain- 
ing and discontinuing stilbestrol therapy. 


Case 6: A group of males with chronie 
migraine, varying in age from 12 to 48 years, 
required from 6,000 to 10,000 R. U. of Progy- 
non B given in series of from 3 to 6 injections 


_ administered daily to weekly to produce effee- 


tive control of the migraine attacks or to alter 
the periodicity or frequency of the migraine 
attacks"*). In each instance the gynecomas- 
tia usually appeared in the right breast and 
occasionally gynecomastia appeared in both 
breasts. The gynecomastia produced by the 
administration of the natural estrogen was 
histologically confirmed by Gescheckter“*?. 
The gynecomastia resolved after discontinu- 
ing therapy and recurred when therapy was 
resumed. 


Case 7: A group of females, single and 
married, with adequate evidence that: physical 
and functional normal ovarian funetion ex- 
isted but who nevertheless had hypoplasia or 
absence of breast tissue. Normal funetion 
was determined in the single female by normal 
menses and otherwise normal feminine at- 
tributes and in the married group by the 
added factor of fertility. The injection of 5 
mg. of Progynon DP (estradiol dipropionate) 
directly into the breast tissue of the hypop- 
lastic breast and into the subnipple area in 
the cases of absence of breasts produced breast 
development which could be fully maintained 
and increased only by frequent administra- 
tion of the estradiol dipropionate. 

Case 8: The negative of testosterone 
therapy administered in all possible forms in 
our cases of gynecomastia. 

From these observations it was concluded 
that in both the male and the female breast a 
variable threshold of stimulation to estrogen 
exists. Most breast structures, female and 
male, have a normal end organ response to 
estrogen. In the male the normal end organ 
response of the breast tissue to normal 
amounts of estrogen can be disturbed and 
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stimulated by increasing the estrogenic con- 
tent to abnormal levels and gynecomastia ap- 
pears. When estrogenic therapy is discon- 
tinued and the normal balance is restored the 
end organ response therapeutically to induced 
stimulation in the breast returns to its normal 


threshold of stimulation to estrogen, the © 


therapeutically induced estrogen gynecomas- 
tia resolves and disappears. Repeated dis- 
turbanees of the normal end organ-hormonal 
balanee do not disturb the inherent normalcy 
of the end organ.response of the male breast 
cells to estrogenic stimulation. On the con- 
‘trary, the married female with hypoplastic 
breast states that her pregnancies, in spite of 
the marked elevation of estrogenic values 
associated with pregnancy, did not advance 
her breast development. However, such a 
breast can be made to deveiop by in situ con- 
ecentrated estrogenic stimulation obtained by 
intramammary injections of estrogen thereby 
directly contacting the end organ of the breast 
to estrogenic stimulation. It is deducted 
that in these females with hypoplastic breasts 
and in adult females without breast develop- 
ment there exists a diminished end organ re- 
sponse. of the breast cells to estrogenic stimu- 
lation which can be overcome by direct and 
increased amount of estrogenic stimulation. 

Case 2 reveals that one breast can react 
normally and the other exhibits no response. 
There are numerous cases of unequally de- 
veloped breasts. The end organs of the same 
type of tissue do not respond similarly if they 
are developed from opposite and correspond- 
ing segments of the embryonic body. In- 
equality of growth development of bilateral 
corresponding structures is observed in the 
testes, scrotum and osseous structure. 

In our case of virginal hypertrophy, (Case 
1), an adult breast development occurred in 
the presence of normal childhood values for 
estrogen. Normal males develop gynecomas- 
tia: 9When above normal values of androgens 
are produced by the administration of male 
hormone there is no resolution of the gyne- 
comastia. 

From these observations. it is concluded 
that gynecomastia (unassociated with exces- 
sive estrogenic value) and virginal hypertro- 


_ phy of the breast develop because of the pres- 


ence of the factor of increased sensitivity of 
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the end organ of the breast tissue to estrogenic 
stimulation. Thus the theory of hormonal 
imbalance operating in these disorders ap- 
pears to be incorrect since the evidence points 
to an abnormally active response of the end 
organ to estrogen. Consequently ,male hor- 
mone therapy postulated on a deficiency of 
male hormone creating an estrogen-androgen 
imbalanee is not indicated in gynecomastia 
and the negative results of male hormone 
therapy, all possible methods of administra- 
tion having been explored, support this con- 
clusion. : 

The factor of variable threshold of stimu- 
lation of the end organ of the breast to estro- 
genic stimulation must be added to the eti- 
ology of benign breast lesions. We conclude 
that the breast, both male and female, in most 
instances possess a normal threshold in its end 
organ to estrogenic stimulation but that a de- 
erease or an inerease in the threshold of the 
end organ to estrogenic stimulation can be 
demonstrated in human breast tissue. 

THERAPEUTIC CONCLUSIONS 

Gynecomastia, unaccompanied by _ endo- 
erine pathology, which produces excessive 
estrogen value is due to an increased sensi- 
tivity of the male breast cells and the end 
organ to estrogenic stimulation and is not a 
defiicienecy hormonal imbalance effecting the 
estrogen-androgen ratio. 

Male hormone therapy has produced nega- 
tive results in the treatment of gynecomastia 
and its possibilities have been fully investiga- 
ted insofar as dosage and methods of admini 
stration are concerned. 

In most instances gynecomastia involutes. 
In such cases the theory of a temporary hor- 
monal imbalance is acceptable, and does not 
conflict with the factor of increased sensitiv- 
ity of the male breast cells. We believe that 
in such cases there exists a temporary period 
of increased values of estrogens uncomplica- 
ted by male hormone deficiency. The gyne- 
comastia involutes in the same manner as the 
therapeutically induced gynecomastia and for 
the same reasons. In support of this we have 
the case of a male age 58 years. At age 14 
14 years gynecomastia developed in the right © 
breast and was excised. At age 58 years, 
gynecomastia developed in the left breast. 
Three months later it had involuted. In this 
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patient there occurred a second temporary 
phase of increased estrogen production and 
gynecomastia resulted. 


Gynecomastia of the type herein described 
and which persists for a year should be sur- 
gically treated. Gynecomastia which persists 
for less than a year or has progressed to a 
point where its diameter is over 3 em. should 
be surgically removed to prevent development 
of a feminine contour. Removal at this stage 
minimizes the post operative scar, avoids the 
psychological injuries and mialadjustments 
which invariably develop and account for the 
social and economic difficulties observed in 
improperly managed eases of gynecomastia. 


CONCLUSIONS 


Gynecomastia is generally a temporary 
state of breast hyperplasia occurring during 
puberty. It occurs also in association with 
active pathology of the testes and adrenal 
cortex. (Gynecomastia is a benign patholog- 
ical state which is associated with severe 
psychological reactions if it persists and ex- 
hibits feminine features. 


Male hormone therapy, irrespective of its 
method of administration has been proven 
ineffective in gynecomastia. 


The theory that a male hormone deficiency 
and androgen-estrogen imbalance is_ the 
etiological factor concerned in gynecomastia 
(uncomplicated) has not been substantiated 
in this therapeutic investigation of the prob- 
lem. | 

The etiological factor operating in primary 
gynecomastia is, according to our observation, 
an abnormality in the hormonal-end organ 
response of the breast cells to estrogenic stim- 
ulation. Abnormality in the’breast cell end 
organ response to estrogenic stimulation oe- 
curs in both males and females, and is con- 
stituted as an exaggerated or lowered level of 
threshold of the end organ (the breast cells) 
to stimulation by estrogen. 


Gynecomastia which is inereasing in size 
or has persisted for a year without showing 
evidence of resolution should be surgically ex- 
eised. Surgery should be promptly instituted 
even during puberty whenever the psycho- 
logical phase of gynecomastia becomes ap- 
_ parent. 
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DISCUSSION 

Dr. M. A. TaRuMIANZ (Farnhurst): I en- 
joyed Dr. Dunn’s paper very much. I think 
we appreciate the fact that this is a new 
study. As Dr. Dunn says, if we do not want 
to keep the man in a hellish situation we had 
better ask the surgeon to remove these lesions 
so there will be no psychological effect. I 
have seen two cases, and the psychological ef- 
fect is very serious—attempted suicides and 
criminal acts too. It seems to me, though 
this disease is rare, we should attempt to con- 
sider the approach very seriously. First you 
must diagnose the case adequately; then, I 
think there is only one thing left, turn it over 
to the surgeon. It is impractical for the gen- 
eral practitioner to rely on the hormone treat- 
ment; it discourages the patient and creates 
a new mental disease. 





Pulmonary tubereulosis is principally a 
disease of those between the ages of 15 and 45. 
This age group corresponds with that of the 
bulk of our industrial workers. This would, 
therefore, be particularly adapted to control 
by thorough industrial physical examinations 
followed by a sound and consistent policy of 
placement and medical supervision—Wayne 
L. Rutter, M. D. and J. W. Jugger, M. D., 
Industrial Medicine, Jan. 1944. 
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THE DUMB STENO 
The following statement is alleged to have 
been made by a stenographer: 
‘‘After some figuring I have found the 
white-collar girl is behind the well-known 


eight ball. I am a stenographer working six — 


days a week at thirty dollars a week. After 
my deductions as follows 





20% Inéome Tax ... 0.5.6: $ 6.00 
Oe: Vietory Tax. ...:....:. 1.50 
3% Social Security ....... 90 

Dre: SOO © ea eho See 3.00 

Se cat $11.40 


I receive the total sum of $18.60. Of course, 
I realize the ten per cent bonds are mine. 

‘Due to the fact I have an apartment for 
my mother and me, I have a cleaning girl 
one day every two weeks at $5.00 and carfare, 
which leaves my actual salary per week 
$18.60, less $2.60, $16.00! 

‘Now, the cleaning girl works six days a 
week for different parties, thus making 
$30.00 a week less no taxes or other deduc- 
tions. She pays no income, victory, or social 
security because no one reports her for fear 
she will quit. Also her husband works for a 
nice sum in a defense plant and claims de- 
duction for a married man. This wife has 
‘no income.’ 

‘‘Methinks I am one—Dumb Steno.’’ 

We wonder if she would favor the pass- 
age of the Wagner-Murray-Dingell Bill which 
would take another six per cent from her 
salary ?—Editorial, J. Tenn. 8S. M. A., April, 
1944. 





THE NATIONAL HEALTH INSURANCE 
IN ENGLAND—WHAT ONE DOCTOR 
THINKS OF IT 

The following statement is an excerpt from 
a letter received by Dr. R. W. Billington of 
Nashville, Tennessee, from a friend in Eng- 
land with whom he was associated as a medi- 
eal officer in World War No. 1. 

It is best that the statement be published 
without comment. 

“*T’ve never been enamored of the National 
Health Insurance we have over here. I don’t 
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think anyone outside the approved. societies 
and the Ministry of Health ever has been. The 
approved Societies make fat profits out of it 
and the Ministry gets plenty of jobs for the 
idle and incompetent. I’ve experienced so 
much consistent injustice from its administra- 
tors that this year I’ve chucked my share in 
it overboard—-told them what I thought of 
them as ‘administrators’ and then sent in my 
resignation. The ‘telling off’ was my best 
effort and I don’t think it was so very poor. 
I’ll bet there’s not one of them would dare 
tell his wife how I described them and there 
wasn’t a swearword in the whole thing. I[ 
don’t know when I’ve enjoyed an afternoon 
so much. Since I resigned they’ve eaten dirt 
repeatedly and asked me to take it back and 
continue, thus proving everything I told them 
about themselves to be true. They admit I’ve 
never had a square deal from them! In writ- 
ing, too! But there’s nothing doing. It will 
cut my income down very much indeed, but 
I’d starve rather than forfeit my principles 
and lose my self-respect. 3 

‘‘And they -have to do this in wartime, 
when, in the slack season, I am_ working 
eighteen to twenty hours a day without re- 
spite on Sundays and without holidays. I 
ean get on with my patients and human be- 
ings generally, but I abhor these low forms 
of life, ‘committee men.’ ’’—Editorial, J. 
Tenn. S. M. A., April, 1944. 





The prevention of disease and the preven- 
tion of war are today the two great world 
problems. The way is pretty plain in this mat- 
ter of war, be it against a pathogenic microbe 
or against a pathologic nation of people. As 
we have organized preventive medicine, we 
must organize preventive war. In medicine 
we do not talk about peace with the disease, 
with the parasites, with the tubercle bacillus, 
for example. We do not propose to write a 
peace treaty with these causes of disease. We 
do not sit around a peace table with our dis- 
ease-producing enemies. We wage continu- 
ously either an active or preventive war. We 
should have a continuous preventive war pro-’ 
gram fashioned along the lines of our con- 
tinuous preventive disease program.—David 
John Davis, M. D., Diplomate, Jan. 1944. 
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THE HEALTH DEPARTMENT HUBBUB 


The Department of Health of the city of 
Wilmington has recently been much in the 
local public prints. An apparent crisis was 
reached lately when the temporary Commis- 
sioner of Health (loaned for the past six 
months by the U. S. P. H. S.) made publie an 
alleged threat by certain military offices that 
the city of Wilmington would be ‘‘ placed out 
of bounds’’ if the venereal situation was not 
improved by May 19th. 

Immediately, naturally, the Mayor and 
other interested authorities got busy, and dis- 
covered that increase of venereal disease in 
this city, while noticeable, was considerably 
less than that of neighboring large cities, and 
especially less than that of Washington, the 
home of the U. S. P. H. S., and the nation’s 
capital. Net result—(1) the temporary Com- 
missioner of Health is to go his blithesome way 


with the U. S. P. H. S. after June Ist; and 
(2) the city of Wilmington is looking for a 
competent and, preferably, a local commis- 
sioner. 

This created a situation that the local med- 
ical profession could not ignore. Consequent- 
ly, at their last meeting on May 16th, the fol- 
lowing Resolutions were unanimously adopt- 
ed by the New Castle County Medical Society : 

“First, be it Resolved that this. Society re- 
affirm its unanimous recommendations which 

were made at a meeting of November, 1943, 

that a competent physician who has a degree 


in public health be employed as health com- 
missioner for the city of Wilmington. 


“Second, that sufficient authority be given 
this health officer to put into effect and to 
enforce the necessary regulations for ade- 
quate health protection. 


“Third, that sufficient assistance and suf- 
ficient funds be given this officer to carry out 
an adequate health program. 


“Fourth, that. the public health situation in 
Wilmington is deplorable, and that the good 
health of this community is so important 
that the Board of Health should be taken out 
of politics. 


“Fifth, that a committee of three members 
of this Society be appointed to confer with 
the Mayor in order to accomplish this objec- 
tive, and ; 


“Sixth, that a copy of these Resolutions be 
sent to the Mayor and City Council and the 
city Board of Health.” 

Now it just happens that there is one local 
doctor, and only one, who complies with the 
requirements of these somewhat stringent 
Resolutions, and it is our understanding that 
he is not only willing to consider the job, but 
will file an application therefore. We, as edi- 
tor and as a practitioner, have known this man 
locally, most favorably, for the past twenty- 
five years, and it is our considered judgment 
that he should get the appointment, unless 
pronto there shall appear some new candidate 
definitely his superior. 

But—and this is important—this man is no 
politician. He’s simply a good doctor, also 
trained in the special techniques required for 
public health protection; he holds the degree 
of Dr. P. H. from America’s first medical 
school, the University of Pennsylvania. See- 
tion Four of the Resolutions says ‘‘the Board 
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of Health should be taken out of politics.”’ 
Good Lord, it certainly should! Well, a very 
good start would be to begin with a local doe- 
tor trained and competent for the job, who 
is not a politician. 

In these vastly important matters of pub- 
lic health the Medical Society should take, 
and did take, the lead. Is the city govern- 
ment prepared to follow? 





WHAT PRICE ARMY CENSORSHIP? 


The American people generally and the 
American press in particular have been 100 
per cent cooperative with censorship. We 
are all eager to win the war and we know 
that to do so we must keep vital information 
out of the hands of the enemy. We want our 
eensors to do an efficient job but we object 
when their eagerness to suppress news becomes 
stupid. A rather glaring example of this of- 
ficial stupidity has just occurred. 


It seems that about 70 years ago a German 
chemist discovered a product now known as 
DDT. In 1939 a Swiss company put this 
product on the market as a moth killer. In 
May, 1943, the Dupont Company began to 
manufacture the same product as a most ef- 
ficient delousing agent. The Saturday Eve- 
ning Post has had an article telling of its use 
against the typhus louse, but stating that its 
composition is still a military secret. The 
eurrent Reader’s Digest, on the other hand, 
in an abstract from still another magazine, 
gives the product its chemical name. The cur- 
rent Victor News, a house organ, also gives a 
news item telling of the use of DDT in de- 
lousing troops and civilians in Italy. 


Surely one might think that this is rather 
widespread publicity for DDT but our cen- 
sors evidently feel that no American and 
surely no enemy ever read these magazines, 
for witness their latest act. On Thursday, 
April 20, those on the mailing list received 
from the American Medical Association a re- 
lease giving the highlights on an article on 
DDT to appear in the issue of April 22. The 
following day, April 21, these individuals r2- 
ceived telegrams from the A. M. A. that the 
release was not to be used under any circum- 
stanees on ordérs from the Army. 


May, 1944 


Shades of St. Vitus!. Could any action be. 
better caleulated to make all censorship a 
joke? That is a pity, too, for efficient cen-| 
sorship is vital and no little minds in Wash- 
ington or elsewhere should be permitted to 
make a mockery of it. Perhaps nothing should 
have been published about DDT but the time | 
to stop articles about the product was before. 
they had been published in journals read by 
more than five millions of Americans. To_ 
hold up the article in the J. A. M. A. and at. 
the last minute was merely asinine.—F. C. S.,7 
Editorial, Phila. Med., May 6, 1944. 





Clearly, the programs for rehabilitating 
the tuberculous are in their initial stages of 
development. Many successful but isolated | 
rehabilitation projects, for a decade or more, 
have been acting as beacons lighting up the. 
course along which a national effort in this? 
sphere may proceed. A comprehensive and. 
coordinated national rehabilitation program 
is required. Without it, the effectiveness of. 
mass case-fighting campaigns and of subse-| 
quent sanatorium treatment is, in considerable: 
measure, vitiated, and the disease remains a7 
needlessly large drain upon the resources of 
the nation. Louis E. Siltzbach, M. D. q 





BOOK REVIEW 


Synopsis of Diseases of the Heart and Ar- 
teries. By George R. Herrmann, M. D., Pro- 
fessor of Medicine, University of Texas. 3rd 
edition. Pp. 516, with 107 illustrations. Cloth. 
Price, $5.00. St. Louis: C. V. Mosby Com- 
pany, 1944. : 4 
The appearance of the third edition of this’ 

very concise and practical manual of cardio-7 
vascular diseases indicates its deserved popu- 
larity. In this edition the same manner of 
logical presentation has been followed as in 
previous editions, although considerable re- 
arrangement and the addition of much new 
material greatly increase its usefulness. The 
chapter on electrocardiography is excellent. 
Here the physician will find, and can quickly 
review, pertinent and reliable information re- 
garding all phases of cardiac disorders, as 
well as specific directions as to treatment. 
The manual is highly recommended. i 





